The practice of health education and promotion entails three key programmeplanning activities: needs assessment, programme development and evaluation. Planners need to answer many questions on their way to their programme. If some of these questions are not adequately answered, the final programme may have no effect or even a counter-productive effect. There are many examples of inadequate planning unfortunately: trying to change behaviour that was not related to the problem, trying to change determinants for behaviours that were not relevant to the behaviour, trying to change individual behaviour while environmental factors were responsible, trying to apply change methods that were never shown to be effective, trying to implement programmes by health professionals that were inadequately trained to do so, and so forth.
Over the past two decades, planning models in health promotion have helped improve the quality of the planning process, especially in optimizing target group assessment and programme evaluation. The most popular planning model used is Green and Kreuter's Precede-Proceed model 1 , but others are available and all have their distinct unique attributes. 2 One lesser developed aspect of most planning models is an explicit specification of the processes by which one uses theory and empirical findings to develop intervention, and thus, how to design the programme in the end. But, this field has advanced as well, considering the diverse initiatives available today to help programme developers to create their programme's logic model. Table 1 provides a glimpse of some tools available.
The above tools may be of interest to the readers of Chronic Illness because too often, health promotion intervention are not systematically developed and/or not well described. Especially, the latter impedes programme replication or larger-scale dissemination beyond the intervention trial because to those who search for existing programmes to improve quality of healthcare, the programme theory and components are unclear. Here, we will illustrate the tool Intervention Mapping 3 in a patient education application to give a description of actual programme development activities needed. Intervention Mapping was chosen over other tools mentioned in Table 1 because it provides the most detailed guide on what to do and especially on how to conduct required activities to achieve programme transparency.
Intervention Mapping describes the iterative path from problem identification to problem solving or mitigation. Each of the six steps of Intervention Mapping comprises several tasks. The completion of the tasks in a step creates a product that is the guide for the subsequent step. The completion of all of the steps serves as a blueprint for designing, implementing and evaluating an intervention based on a foundation of theoretical, empirical and practical information. The six steps and related tasks of the Intervention Mapping process are the following; each illustrated with an example from the 'Lively Legs' programme (LL), supporting adherence and healthy lifestyles in leg ulcer patients: 4 (1) Conduct a needs assessment or problem analysis: establish a participatory planning group, conduct the needs assessment, assess community capacity and specify programme goals for health and quality-of-life. LL: serious quality of life issues (e.g. pain, mobility impairment), Even though Intervention Mapping is presented as a series of steps, the process is iterative rather than completely linear.
Programme developers move back and forth between tasks and steps as they gain information and perspective from various activities. However, the process is also cumulative. Developers base each step on the previous steps, and inattention to a step can jeopardize the potential effectiveness of the intervention by narrowing the scope and compromising the validity with which later steps are conducted.
Intervention Mapping has been found to be a useful tool for tailoring, in a systematic way, existing programmes as well. 5 Frequently, providers are interested in adapting existing evidence-based programmes for new populations and settings.
Working from a logic model perspective enables them to ask relevant questions about appealing programmes; so, adoption decisions are based on adequate insights about a programme. Debate continues about whether adaption of evidence-informed programmes can be justified. When and if so, a systematic approach to adoption of programmes and their possible adaptation can help programme planners identify and retain essential programme elements as programmes are translated to communities and settings other than those in which they were first developed and evaluated. 6, 7 The key words in Intervention Mapping are planning, research and theory. Intervention Mapping provides a vocabulary for programme planning, procedures for planning activities, and technical assistance with identifying theory-based determinants and methods for change. Intervention Mapping has successfully been applied in various settings, among others in the patient education field, 5, [8] [9] [10] [11] [12] [13] [14] [15] and to a wide range of different behaviours. More specifically, Intervention Mapping ensures that theoretical models and empirical evidence guide planners in two areas: (1) the identification of behavioural and environmental determinants related to a target health problem, and (2) the selection of the most appropriate theoretical methods and practical applications to address the identified determinants.
Although Intervention Mapping is considered a helpful tool to design programmes, it seems fair to make a few critical comments as well. Intervention Mapping has been described as tiresome, 4 complex, 11 elaborate, expensive and time consuming. 13 Furthermore, faulty logic models occur when the essential problem has not been clearly stated and defined, factors influencing a problem are not well understood or an inadequate theory was chosen. 16 Besides, no matter how logical a programme model seems, there is always a danger that it will be wrong. When dealing with novel problems, for instance, contemporary knowledge may be insufficient, which means researchers may not comprehend the logic of change until after the fact. In addition, one cannot control or anticipate all influences on the intended intervention effect once implemented in the real world.
Nevertheless, all these authors who assessed Intervention Mapping critically also indicated that Intervention Mapping helped bringing the development of interventions to a higher level. In the end, advantages outweighed disadvantages.
To conclude, applying Intervention Mapping to health promotion and in particular patient education may help the development of more effective behaviour change interventions and may help in making a black box programme transparent to aid effective adoption and implementation.
